A 55-year-old man underwent surgical replacement of a mitral valve 10 years earlier. In a retrospective evaluation of a chest radiograph, the diaphragm was intact at the time of initial surgery. He was then admitted to our emergency room with a complaint of vertigo. During evaluation, he developed decreased consciousness. Ventricular fibrillation was diagnosed, and external massage and full cardiopulmonary resuscitation were performed. After 20 minutes, his sinus rhythm returned and hemodynamic status stabilized with inotropic drugs. Transthoracic echocardiography showed normal valvular function and no evidence of left cardiac malfunction or clot. Electrocardiography showed ST elevation in inferior leads, and levels of cardiac enzymes were elevated. Angiography showed an embolic lesion in the mid right coronary artery that was treated with percutaneous coronary intervention (PCI) and insertion of a stent. After 24 hours, the patient was extubated in good condition, but had mild dyspnea that progressed to CO2 narcosis and subsequent reintubation. Postextubation chest radiography showed herniation of abdominal organs into the right hemithorax. The diaphragmatic defect was closed with a polytetrafluoroethylene patch by a thoracic surgeon, and the postoperative course was uncomplicated.
INTRODUCTION
Damage to abdominal organs is a rare but known complication of cardiopulmonary resuscitation (CPR), usually with serious consequences. Injury of the liver, spleen, and stomach has been reported (1) . We performed a PubMed search from 1970 to 2015 and found four reported cases of liver injury and three of gastric perforation following CPR; no case of diaphragmatic rupture and herniation was reported (2, 3) . The possibility of abdominal organ and diaphragmatic injury should be considered in cases of vigorous CPR. In this case, an embolic right coronary artery (RCA) lesion was the cause of cardiac arrest. Prolonged CPR was associated with diaphragmatic damage, which was only discovered when the patient had respiratory distress, enabling appropriate diagnostic imaging and therapy (4) . Diaphragmatic hernia is a rare consequence of gastroepiploic artery (GEA) graft harvesting, as the route is constructed by making a canal through the diaphragm. The clinical signs and symptoms usually include epigastric pain, vomiting, or a combination of these symptoms. In contrast to diaphragmatic hernia development following coronary artery bypass grafting (CABG) with use of the GEA, a diaphragmatic hernia following CPR usually presents with respiratory distress related to the site of the defect and involves adjacent abdominal organs (5 This complication can occur in the presence of a high body mass index; a sustained increase in intraabdominal pressure can lead to gradual iatrogenic enlargement of the diaphragmatic orifice or conduit passage route, and subsequent hernia formation (7).
CASE SUMMARIES
A 55-year-old man with a history of mitral valve following creation of a tunnel for GEA graft passage. In the presence of a cough or obesity, a large hole created for passage of the GEA graft will most likely lead to a diaphragmatic hernia (9) . Other causes unrelated to cardiac surgery include blunt abdominal trauma and crush injury; however, CPR as a factor in diaphragmatic rupture had not been previously reported. In this third type, diaphragmatic hernia occurred after CPR. Herein, we report a case of intrathoracic diaphragmatic hernia, which occurred 10 years after initial valve surgery, following vigorous CPR (10) (11) (12) .
